A 27 year old white HIV positive homosexual man presented with a 6 day history of right mandibular and posterior auricular pain progressing to right facial weakness on day 7. Examination showed a right lower motor neuron facial palsy. On MRI performed on day 7, coronal ( fig A) and axial (fig B) T1 weighted unenhanced images showed swelling (arrow) and increased signal (curved arrow) of the intracanalicular segment of the right facial nerve. Corresponding images post-Gd-DTPA (figs C, D) showed enhancement of the right intracanalicular segment (arrow) and the geniculate ganglion (curved open arrow). In view of the well preserved CD4+ lymphocyte count of 460 ×10 6 /l (normal: 350-2200 × 10 6 /l), lumbar puncture was not performed as CSF leucocytosis would not have been an indication to start antiretroviral medication. The patient wastreated with 60 mg oral prednisolone daily for 10 days. Follow up MRI on day 76 (the facial palsy having completely resolved), showed reduction in swelling and enhancement of the aVected facial nerve.
Facial nerve palsy is part of the clinical range of disease resulting from HIV infection and is more common in asymptomatic patients than in those with more advanced disease.
1
The enhancement pattern of the aVected facial nerve we describe is similar to that described in Bell's palsy, 2 a condition in which the neurotropic Herpes simplex virus type 1 is probably the major aetiological agent 3 ; HIV is also neurotropic and virus localisation in the facial nerve or the geniculate ganglion may cause mast cell degranulation, with release of vasoactive substances altering the permeability of the blood-peripheral nerve barrier resulting in intraneural oedema and fibre swelling.
2 The end result of these interactions may be seen on MRI as swelling and pathological enhancement of the aVected facial nerve. A sagittal T1 weighted gadolinium enhanced image showed a normal sized left optic nerve, concentrically surrounded by a homogeneously enhancing mass extending from the globe to the optic foramen ( figure A) .
At surgery, in keeping with the recommended principles of operative management for such lesions, the left optic nerve was sacrificed, and gross total resection of the tumour achieved, with clear margins. A longitudinal section through the operative specimen is shown ( figure B, scale in cm) .
Histopathological examination confirmed the clinical diagnosis of an optic nerve sheath meningioma (figure C, haematoxylin-eosin and luxol fast blue). The figure shows two consecutive axial (upper left and right) and sagittal (lower left and right) images of 2-fluoro-2-deoxyglucose cerebral PET, at the level of the right medial temporal lobe. These show an intense hypermetabolism area in the right mesial temporal region.
